In this article we explore some of the ethical dimensions of using social media to increase the number of living kidney donors. Social media provides a platform for changing non-identifiable 'statistical victims' into 'real people' with whom we can identify and feel empathy: the so-called 'identifiable victim effect', which prompts charitable action. We examine three approaches to promoting kidney donation using social media which could take advantages of the identifiable victim effect: (a) institutionally organized campaigns based on historical cases aimed at promoting nondirected altruistic donation; (b) personal case-based campaigns organized by individuals aimed at promoting themselves/or someone with whom they are in a relationship as a recipient of directed donation; (c) institutionally organized personal case-based campaigns aimed at promoting specific recipients for directed donation. We will highlight the key ethical issues raised by these approaches, and will argue that the third option, despite raising ethical concerns, is preferable to the other two.
| BA CK GR OU ND
Patients on the kidney transplant waiting lists face an uncertain future, with long waiting times and extended periods of dialysis treatment being typical experiences. Kidney transplantation is perceived to offer significant benefit, in terms of both long-term survival 1 and quality of life 2 for recipients and, because of its cost-effectiveness in comparison to dialysis, 3 to the welfare systems more generally. Many of those listed for transplants will never be offered a kidney, and worldwide, thousands of people die each year waiting for a kidney transplant. New ways to increase the number of successful kidney transplants are constantly being explored. One such way is to increase the number of donors, which can be achieved by increasing the number of deceased donors, or increasing the number of living donors. include older patients or those with certain morbidities that would previously have precluded donation. The so-called 'marginal' organs from expanded criteria donors tend to produce worse outcomes for patients than non-marginal organs, 6 so although more patients receive transplants, increased reliance on marginal organs is an imperfect solution to the organ shortage.
The number of living kidney donors is less constrained by ability to donate-the proportion of healthy adults who could potentially donate a kidney is greater than the number of those who die in circumstances compatible with donation. Instead, the number of people willing to donate is the limiting factor. This is unsurprising-a healthy person may be reluctant to undergo surgery that is of no clinical benefit to them, and the majority of living donors, in most countries, donate to their family or close friends. The immediate risk of mortality associated with living kidney donation (LKD) is very low (one study suggests 3.1 deaths per 10,000 donors in the 90 days following donation 7
), but it is nonetheless a greater risk than not donating. There are also risks of morbidities (including a greater risk of end-stage renal disease 8 ), and there are the burdens of donation (potentially loss of income, discomfort, and so forth) to consider. Moreover, people may not be aware of the need for more kidney donors, or that they could be a living donor, or they may regard the shortfall in kidneys as somebody else's problem.
Kidneys from living donors tend to produce better transplant outcomes than kidneys from deceased donors, 9 and the large pool of potential donors means that the benefits of promoting living donation would be significant for recipients. In the United Kingdom, National
Health Service Blood and Transplant (NHSBT) is responsible for policy in relation to transplantation. NHSBT has published a strategy document for increasing LKD, outlining several goals and outcomes and how these will be achieved. 10 Its key aims are as follows:
1. To increase living donation kidney transplantation (LDKT) activity for both adult and paediatric recipients, ensuring that donor safety and welfare is consistently sustained through best clinical practice.
2. To maximize patient benefit by ensuring that all suitable recipients have equity of access to LDKT and that the principle of 'transplant first' is embedded in best clinical practice across the United Kingdom.
3. To maximize the opportunities for suitable donors and recipients to contribute to and benefit from the shared living donor pool by ensuring that the National Living Donor Kidney Sharing Schemes are both clinically and cost-effective.
As the immediate risks associated with LKD have decreased, the use of living donors has apparently become more acceptable, particularly where kidneys are donated to close family members. 11 'Altruistic' LKD, where the donor is not related to the recipient, nor a friend of long-standing, remains controversial, 12 with concerns raised about the motivations of people willing to undergo surgery in order to help strangers, the extent to which donation could be in a healthy person's best interests, and correspondingly whether participation in living donation contravened the primary duty of doctors to 'do no harm'. The number of altruistic donations is generally increasing, and the fact that altruistic LKD no longer requires additional psychiatric assessment, 13 and is mentioned in NHSBT strategy, suggests that it is becoming less controversial.
Exposing healthy people to any risk seems non-ideal when there is an adequate alternative that exposes them to no risk. So although in this article we will explore how social media could be used to increase rates of LKD, we do so on the assumption that significant efforts should also be made to increase deceased donation with the ultimate goal being to arrive at a situation where LKD is unnecessary. The NHSBT strategy presupposes that it is currently desirable to increase rates of LKD, so in this article we explore the role of social media in achieving this aim.
| M E DI A CA M P A I GN S A ND SOL I CI TI N G E M PA TH Y
Given the potential risks and burdens, becoming a living donor requires a greater degree of motivation than registering a desire to be a donor after one's death. The promotion of living donation to help a stranger may therefore require more than simply raising awareness; and may also need to provide an individual with sufficient motivation to volunteer. Joining a deceased organ donor register (ODR) commits one to being a 'hypothetical' organ donor; most people who join will never go on to donate organs because so few will die in circumstances compatible with donation. When one volunteers for LKD, there is a good chance that the offer will be taken up. To be effective, therefore, the promotion of living donation must not just generate support for a worthy cause, but ensure that this support is followed up with a donation.
6 Saidi, R., Elias, N., Kawai, T., Hertl, M., Farrell, M. L., Goes, N., . . . Ko, D. S. (2007) . Outcome of kidney transplantation using expanded criteria donors and donation after cardiac death kidneys: Realities and costs. American Journal of Transplantation, 7(12), 2769-2774. Aubert, O., Kamar, N., Vernerey, D., Viglietti, D., Martinez, F., Duong-Van-Huyen, J.-P., . . . Loupy, A. (2015) . Long term outcomes of transplantation using kidneys from expanded criteria donors: Prospective, population based cohort study. BMJ, 351, h3557. 7 Segev, D. L., Muzaale, A. D., Caffo, B. S., Mehta, S. H., Singer, A. L., Taranto, S. E., . . . Montgomery, R. A. (2010) . Perioperative mortality and long-term survival following live kidney donation. JAMA, 303(10), 959-966. Throughout this article we will draw a distinction between two broad approaches to promoting LKD. First, the 'awareness-raising' approach, based on the provision of generalized information and statistics regarding the need for, and benefits of, organ donation. Second, the 'personalized' approach, where there is a much greater emphasis on a specific patient's need for a transplant and a potential donor's ability to help that specific person. Awareness-raising has long been the approach used to promote deceased donation. This has generally taken the form of campaigns, where, via various channels, the public are told about the number of people waiting for transplants and the benefits that organ donation can provide. Awareness-raising via delivery of statistics and education has not resulted in sufficient kidney donations for everyone who needs one. A more personalized approach has also been used, but has proven controversial. to donate might quite rightly be considered manipulative) but we will only be discussing options at the other end of the spectrum.
| SOCI A L M ED I A
The last decade has seen the rapid increase in popularity of social We thank an anonymous reviewer for this helpful point. unsurprising that transplant authorities and individual patients make use of social media in an attempt to generate more organ donations. Against this background, we will now explore three ways in which social media could be used to the advantage of the identifiable victim effect by using personalized approaches in order to promote LKD. Our discussion is based on two key assumptions, introduced earlier:
1. That invoking empathy can lead to altruistic actions, such as donating a kidney.
2. That people are more likely to act altruistically towards an identifiable victim than a statistical victim.
Approach 1 Institutionally organized case study-based campaign to promote non-directed altruistic donation.
The use of stories of identifiable patients who have been helped by (or who died needing) a donated organ are used to promote donation in many countries. 38 By outlining the experiences of people before and after transplantation, the need for and benefits of organ donation are highlighted in a way that relates to a specific individual and encourages empathy. Although they provide an identifiable victim, the resulting donations are not for the person in the adverts (as, in most cases, they have already received a transplant or died). Instead, the patient is featured as an illustration of the good that transplantation can achieve, or the harm that it can prevent. The donated organs are allocated according to the national allocation models, balancing criteria such as urgency, benefit, and waiting time.
This approach to promoting organ donation raises relatively few ethical issues in its current form, and the same would be true if this was transferred over to social media. Nonetheless, transplantation is 'marketed' with a particularly positive spin. The types of people featured in these case studies are ethnically diverse, presented as having positive attributes (active, hardworking good parents) and illnesses unrelated to lifestyle. Understood as objective awareness, raising this could be regarded as deceptive, as it attempts to influence behaviour by providing potentially misleading information: If someone chooses to be a donor on the understanding that their donation is going to help someone similar to the patients featured in the marketing materials, they may be concerned to learn that their donation has been allocated to someone who they would not be so keen to help. However, understood as a mechanism for evoking general empathy for the plight of those in need of organs, it seems less deceptive, since most people waiting for transplants will be experiencing relatively similar plights. But then as a personalized approach taking advantage of the identifiable victim effect, this approach falls someway short. Although the patients featured in marketing materials are identifiable and may invoke a sense of empathy, donors are still being asked to help non-identified victims, so it seems likely that some of the identifiable victim effect may be lost. United Kingdom (provided there is no payment involved), and the UK's Human Tissue Authority has recently included guidance on their own website for potential donors and recipients thinking of using social media and dedicated websites. 43 The potential negative dimensions of this form of donation have to be balanced against potential benefits to recipients of increasing the numbers of successful transplants, which could be significant if this approach was promoted more widely.
For patients in need of a transplant, PSD is an opportunity to actively improve their own situation, something they are arguably entitled to do, given the costs and burdens of not gaining an organ.
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Those who do not have a suitable living-related donor are likely to spend a long time on waiting lists, and in many cases also on dialysis.
Actively marketing and campaigning for oneself as a desirable target for potential donors provides two potential benefits: one may obtain the benefits of a transplant, and one also regains some sense of control over one's own destiny. This latter benefit may accrue regardless of the outcome. Alternatively, however, it could result in a heightened Two claims against this form of LKD can be posited, then:
1. It is wrong for people to choose recipients on the basis of nonmedical, or otherwise irrelevant criteria.
2. Allocation according to donors' personal criteria will result in an unjust allocation of organs, skewed in favour of those who, often by luck alone, appeal to donors or who are able to market themselves most effectively.
In response to claim 1, much has been written on directed donation within the context of deceased donation, 46 and many of these arguments can also be applied to living donation. One can grant that it is generally preferable for organs to be allocated according to criteria designed to promote fair access, but this does not in itself provide a reason to prevent donations that can only be allocated according to other criteria. Faced with the choice of allocating a kidney according to potentially arbitrary criteria, or not having the kidney available for transplantation at all, it is arguably wasteful to take the latter option.
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Living-related donation is also widely accepted, so directed donation is not considered objectionable per se.
In response to claim 2, it is not yet clear what the impact of PSD will be in countries which have centralized allocation systems. Given existing evidence about the public's preferences for organ allocation, where factors such as social value, moral deservingness, and past behaviours have been found to feature, 48 it is reasonable to assume that encouraging a 'free market' in charitable giving on social media has the potential to result in significant inequalities of the kind that central allocations systems are designed to prevent. Promoting and encouraging PSD would therefore represent a risky strategy. Its potential to evoke empathy may result in more living donations, but there is a significant risk that this will come at a cost to the fairness of the allocation system, which, in turn, may undermine trust in the transplantation system. It is perhaps telling that countries that do permit PSD appear to tolerate rather than promote it.
Approach 3 Institutionally organized case study-based campaigns to promote directed altruistic donation.
We have thus far explored two ways in which social media can be used to elicit empathy and take advantage of the identifiable victim effect to promote kidney donation. We will now consider a third approach that is perhaps controversial but offers clear advantages over the other two approaches. As far as we are aware, this approach is not currently used in any country.
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Human Tissue Authority. (2017). Matching websites and social media. Retrieved from https://www.hta.gov.uk/guidance-public/living-organ-donation/matching-websites-and-social-media 44 Coupled with the fact that they may be attracting completely new donors who are only prepared to donate to them, so nobody else is deprived of a transplant that they might otherwise have got. We have argued that although PSD could result in additional donors, promoting it via Approach 2 would involve a significant risk.
Approach 2 empowers donors and recipients, but in doing so it relinquishes control over important aspects of organ donation and allocation. Alternatively, transplant authorities could harness social media to make direct appeals on behalf, and with the consent, of specific waitlisted individuals selected according to similar principles used to allocate organs in their jurisdiction, and bringing to bear for each selected individual all of their sophisticated marketing resources. In doing so, the benefits of social media are obtained without relinquishing control over the aspects of donation and allocation that would make promoting Approach 2 such a risk. to Recipient C, and so on), which means that several otherwise incompatible donor/recipient pairs are able to receive and donate. These chains often require a single donation to be 'fed' into the chain to create a domino effect so that multiple patients receive transplants. The decision on precisely what to prioritize is not central to our argument.
The salient point is that effort could be directed impartially and fairly by harnessing the power of empathy evoked online to motivate donation. Although potential donors may feel empathy towards only certain individuals and choose recipients according to criteria that are potentially morally irrelevant, by ensuring that potential donors are exposed to patients who meet the morally relevant criteria, the justice of the allocation system need not be compromised.
This approach also allows financial resources to be used more effectively. A significant problem with PSD is that it is sometimes used to 'find the needle in the haystack' by patients who, for various medical reasons (such as rare blood type, or Human leukocyte antigen [HLA] sensitization), 50 are particularly unlikely to find a suitable matching donor. A single patient may attract tens of potential donors, each of which would have to be tested for compatibility, even though the likelihood would be that none of them was a suitable match. The resource implications are significant, so transplant authorities could choose to promote only the stories of patients who stand a good chance of finding a match, thereby swiftly removing them from the waiting list.
Nevertheless, there would remain a chance that the system we propose might motivate many people to come forward as potential donors only to find that they are not compatible with their preferred recipient.
These people may be lost to the donation system if they cannot help their chosen recipient (and this would be an argument against this approach if these were donors who, without PSD, may have been willing to donate to a non-specified recipient). This would be undesirable given that they have already shown willingness to debate and used resources involved in tissue-typing. One solution to this would be to trolling the content of appeals, the authorities would be ensuring that the content is accurate and not misleading to potential donors. This, in turn, would limit the potential for exploitation on both sides, and help to maintain public trust in the system. There is a possibility, however, that institutionally organized campaigns could lose the 'individuality' that appeals to some donors, or that too much 'official' institutional input may deter some donors who want to donate outside of conventional systems, so these considerations would have to be balanced carefully.
A further advantage of this approach is that it would be easier to monitor communication between potential donors and recipients.
There have been concerns that the use of social media can be manipulated to permit trade in organs, which is prohibited under the Declaration of Istanbul. 52 We have also suggested that they leave scope for deception-as no one vets the veracity of the information provided by recipients. At present, donors and recipients identified through social media are able to contact each other through channels of their choice, and it is extremely difficult to monitor and police this communication.
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Although websites such as matchingdonors.com report to relevant authorities any discussions that mention payment, there is nothing to stop users of the site exchanging other contact details and starting conversations about payment away from the main website. While it is impossible to completely safeguard against payment, an institutionally organized system could limit the sharing of contact details, and encourage communication solely through its own channels.
| OBJ EC TI ONS
We can foresee several objections to Approach 3. First, by engaging empathy to promote LKD, transplant authorities are arguably encouraging donation motivated by potentially irrelevant or morally suspect criteria such as the recipients' race, religious beliefs, or social status.
Motivation behind donation has been discussed at length in relation to directed deceased donation, and it has been repeatedly argued that too much emphasis is placed on impartial altruism as being the sole accept- could be demonstrated to be an effective way of recipients finding donors, such a condition may result in Approach 2 becoming less popular. Some people may still choose independent channels over Approach 3, but if the institutionally organized campaign system was marketed as the ideal and 'official' portal for finding potential organ recipients, Approach 2 may also become less appealing to potential donors. Again, we need not endorse a particular position here, other than to show that there are different possibilities. Determining which option is preferable requires empirical evidence, which is currently lacking.
| CON CL U S I ONS
We have discussed three approaches to using social media to promote organ donation. Approach 1 raises the fewest ethical issues, but is likely to be least effective. Approach 2 is ethically problematic in some respects, but is currently permitted in some countries. Despite it being permitted, it is generally not actively promoted, possibly due to the underlying ethical concerns, and the risks involved in leaving important aspects of donation/allocation in the hands of individuals rather than impartial organizations. Approach 3 is novel, and admittedly controver- Anecdotally we have heard of donors and recipients matched through certain dedicated websites being prevented from going ahead with donation. 58 We again thank an anonymous reviewer for this suggestion.
of preserving a relatively just allocation system and keeping various aspects of the process under the control of transplant authorities. Further research exploring responses to social media organ donation campaigns, as well as motivations behind PSD, more generally would be extremely helpful for establishing how our suggested approach could be best used. We accept that establishing such a system could be resource-intensive, and that ongoing costs may also be high, but these costs should be considered against the ongoing cost of maintaining patients waiting for transplants. The precise implementation of Approach 3 would need careful consideration, but the important factor is that these details remain under the control of transplant authorities.
Approach 3 appeals to empathy to do the motivating, but does so in a way that minimizes disruption to desirable allocation policies. Approach 3, if implemented correctly, could increase rates of LKD without significantly undermining the justice of kidney allocation.
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